Measurement of central venous pressure has been used as an indicator of the adequacy of transfusion for more than 20 years.'2 Despite the familiarity of the technique, there seems to have been little emphasis placed on the degree of variation in measurements caused by the patient's posture and the choice of reference point. Early reports emphasised the importance of measuring from the mid-axilla with the patient supine,2 but this is not always practicable, particularly when patients are too breathless to tolerate lying flat. We determined the degree of variation in values for central venous pressure taken from two different reference points and with two different patient positions.
Patients, methods, and results
Twenty five patients who required monitoring of their central venous pressure had a standard 18 cm central venous cannula inserted by one of us (GH) through the right internal jugular vein. The cannula was connected to a bedside saline manometer, and free antegrade flow of saline and retrograde flow of blood was established by raising and lowering the reservoir. In all cases the column of saline fell rapidly on opening the tap to the patient and at the equilibration point the meniscus was observed to move with respiration. were taken over less than 15 minutes and less than 30 ml of saline was infused. The 12 month period, giving a rough incidence of 1 in 1000 aspirations.
Comment
Symptomatic iatrogenic pneumothorax occurs rarely after fine needle aspiration of lumps in the breast, but clinicians performing such procedures should be aware of this potentially serious complication. We cannot calculate the exact incidence of this complication as many thousands of aspirations have been performed in the centres as a whole and, from experience of other procedures, asymptomatic pneumothoraces probably also occur. In most of our series the aspirations were performed at the periphery of the breast or in the axilla. Here the breast depth is minimal and proper fine needle aspiration technique, in which multiple passes are performed at different angles transfixing the breast lump, increases the risk of inadvertently breaching the pleura. Also, most breast lumps occur in the outer half of the breast and so more aspirations are performed there. In aspirating lumps at the periphery of the breast clinicians should try to pass the needle parallel to the chest wall rather than at right angles to it, as is conventional teaching.
Because this complication is rare, routine chest radiography after aspiration is not indicated. Patients should, however, be asked about new symptoms before being allowed home. In our study the patients presented late because they assumed that pain was a normal part of the aspiration procedure and they did not report the immediate pain from the pleural breach to the doctor in the clinic. Clinicians performing aspirations should therefore perhaps explain to their patients that chest pain persisting after the needle has been withdrawn is abnormal.
Patients who develop dyspnoea or any immediate 
